Since the late 1990s, we have run a number of studies in the Gaza Strip, with Dr Abdel Aziz Thabet and his research team. Our initial study, after the end of the first intifada (uprising), established a high prevalence rate (41%) of post-traumatic stress reactions among children (aged 6-- 11 years) and their significant association with traumatic events experienced by the children, as well as with other behavioural and emotional problems (Thabet & Vostanis, [@r4]). The trauma experienced included injuries, death or imprisonment of family, relatives or friends, as well as day and night raids.

When we re-interviewed these children (*n*=234) 1 year later, well after the Oslo agreement and the renewal of the peace process in the region, the prevalence rate of post-traumatic stress reactions had decreased to 10% (Thabet & Vostanis, [@r6]). The findings suggested that most reactions were acute and resolved in the absence of further conflict, but there were also a substantial number of children who suffered chronic and resistant posttraumatic reactions, which could benefit from specialist treatment.

Palestinian children's mental health problems were compounded by their extreme adverse socio-economic circumstances, which is a common finding in research with children who are victims of political conflict. Most traumatic events occur in refugee camps in the West Bank and the Gaza Strip, where generations of children have been born for 55 years with little hope of escape. There has been a continuous growth of the population, which has now reached a density of 2300/km^2^. Refugees make up 63% of the population, and 51% of refugees are under 15 years of age (Thabet & Vostanis, [@r5]).

> Palestinian children's mental health problems were compounded by their extreme adverse socioeconomic circumstances, which is a common finding in research with children who are victims of political conflict.

The second intifada (Al Aqsa) started in September 2000. Although we could not access all areas of the Gaza Strip to follow up the previous sample, we repeated the epidemiological study with a new cohort, and found that the prevalence rates of post-traumatic stress reactions had again risen dramatically, as a consequence of high exposure to new traumatic events. Children's emotional presentations were strongly correlated with maternal psychopathology (i.e. mothers' response to trauma) (Thabet *et al*, [@r8]). Traumatic events had changed since the previous conflict, with most children reporting watching pictures of mutilated bodies on television, and witnessing the bombing of people and houses.

In order to understand the underlying mechanisms operating between trauma and mental health problems, in a subsequent study we compared children whose houses had been demolished with children matched for age and gender from areas indirectly exposed to other types of traumatic events, mainly through the media and adults (Thabet *et al*, [@r9]). Children directly exposed to war trauma reported significantly higher post-traumatic stress and fears. In contrast, children exposed to other types of traumatic events reported significantly more anticipatory anxiety and cognitive expressions of distress.

> Interventions need to take into account children's developmental needs and expression of psychopathology, and should not simply replicate treatment programmes originally developed for adults.

A number of factors thus appear to mediate exposure to trauma, such as:

-   the duration and severity of the trauma

-   the impact on adults through fear, anger or unemployment

-   the children's own anger and internalisation of the conflict

-   their developmental changes in relation to cognitive processing of the meaning of trauma.

A combination of these factors could lead to a state of learned helplessness and anger expressed in extreme forms. Such states are already proving difficult to resolve among the young adult generation, now even among young women, which was previously outside the cultural norms. Such coping strategies are not easy to modify by mere psychological means (Thabet *et al*, [@r10]).

Following the epidemiological research, we recently completed a controlled intervention trial of group debriefing (supportive psychotherapy) and school-based psychoeducation for traumatised children in refugee camps across the Gaza Strip, the data from which we are in the process of analysing and disseminating. A preliminary analysis suggests that, in the presence of ongoing conflict, neither intervention had a positive impact on children's symptoms, despite their satisfaction with the individual treatment. This by no means negates the importance of mental health services and psychiatrists in alleviating children's distress, but does indicate the limitations of making an impact on a larger scale in the absence of other measures to safeguard children's safety and basic needs (Southall & Abbasi, [@r2]).

> A political resolution is, of course, the only long-term option for these children, before future generations from both Palestine and Israel are condemned to more hatred, fanaticism and perpetuation of the meaningless cycle of violence.

Although there is some research evidence on strategies to prevent or minimise children's response to trauma in such circumstances, these are more likely to be successful through agencies operating in the area in collaboration with schools, which are the main source of stability and safety for the children. International organisations such the United Nations (under whose auspices all schools in the refugee camps operate) and the United Nations Children's Fund (UNICEF) have a major role to play in providing as much as is humanly possible in the way of socio-economic stability, education, alternative coping strategies and awareness of the impact of trauma in these sad and untoward circumstances.

The treatment of resulting psychiatric disorders, particularly post-traumatic stress and depression, needs to be viewed in the same framework, but also taking into account cultural issues and sparse specialist resources (Thabet *et al*, [@r6]). Children requiring interventions can be identified through schools and primary health clinics, such as those run by the World Health Organization. The nature of intervention can be informed by clinical and research evidence from work with victims of community violence, abuse, natural disasters and political persecution. Group interventions are more cost-effective, and there is evidence for the effectiveness of cognitive--behavioural (Smith *et al*, [@r1]) and psychodynamic therapy (Weine *et al*, [@r11]). These interventions need to take into account children's developmental needs and expression of psychopathology, and should not simply replicate treatment programmes originally developed for adults. They also need to take into account the diversity and comorbidity of child psychiatric disorders, instead of only targeting PTSD. In addition to assessment and treatment, child psychiatrists have an important role to play in setting-up training for non-specialist staff, to enable them to detect and manage simple cases and refer the more complex ones.

A political resolution is, of course, the only long-term option for these children, before future generations from both Palestine and Israel are condemned to more hatred, fanaticism and perpetuation of the meaningless cycle of violence.
